Neurological syndromes associated with Paget's disease of the skull include cranial nerve compression, spinal cord compression, cerebellar compression and vertebrobasilar insuf®ciency 1 . Reversible dementia is unusual.
CASE HISTORY
A woman of 79 was admitted for investigation of falls, worsening dementia and urinary incontinence. Three years earlier, Paget's disease had been diagnosed, mainly affecting the skull; alkaline phosphatase at that time, 944 U/L. The recurrent falls and urinary incontinence had begun a year after this, and she had needed several hospital admissions. Investigations, including 24-hour electrocardiography, had been normal but on consecutive admissions there had been a gradual decline in her mental state. She was housebound and needed a Zimmer frame to walk. There was no medical history of note, other than hypertension controlled with bendro¯uazide 2.5 mg daily.
Her pulse was regular, blood pressure was 140/ 90 mmHg with no postural drop and her abbreviated mental test score was 5/10. Apart from an ataxic gait, ®ndings on examination, including optic discs, were normal. The only abnormal ®nding was an alkaline phosphatase of 1246 U/L. The provisional diagnosis, in view of the triad of dementia, ataxia and urinary incontinence, was normal-pressure hydrocephalus secondary to Paget's disease. This was con®rmed with a computed tomographic head scan which showed marked pagetic changes of the skull with dilated lateral and third ventricles ( Figure 1) ; the foramen magnum and the fourth ventricle appeared small.
She was referred to the neurosurgical unit where a ventriculoperitoneal shunt was inserted, the opening cerebrospinal¯uid (CSF) pressure being normal at 15 cm. A magnetic resonance brain scan after the procedure showed that the ventricles had greatly decreased in size while con®rming the platybasia with a small foramen magnum which¯attened both the anterior aspect of the pons and the fourth ventricle (Figure 2 ). Postoperatively she received intensive physiotherapy and a course of intravenous pamidronate (30 mg/week for 6 weeks). When discharged from hospital her abbreviated mental test score was 10/10, she was continent and she was walking with a stick. Her alkaline phosphatase was 615 U/L. Oral etidronate (5 mg/kg daily) was prescribed. She continued to improve and on follow-up in the outpatient clinic she was well oriented and independent and had had no falls.
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COMMENT
Paget's disease is found in 6% of hospital patients over the age of 55 years in the UK 2 . It is commoner in men but skull involvement is more frequent in women, being present in 30% of those affected 2 . Less than a third of people with skull involvement will have evidence of basilar impression and a smaller number will go on to develop normalpressure hydrocephalus 2 .
Normal-pressure hydrocephalus develops in Paget's disease as a consequence of obstruction of the posterior fossa cisterns and narrowing of the Sylvian aqueduct 3 . Gottschalk ®rst reported this in 1973 4 and successful treatment by ventriculo-atrial shunt was described in 1974 2 .
In view of the mechanism in cases such as this, we might expect the CSF pressure to be raised rather than normal. In fact, continuous CSF pressure monitoring over 24 hours reveals that pressures in such patients do intermittently rise 5 . Perhaps we should revert to the original term of occult hydrocephalus 6, 7 to describe this condition. Other causes of normal-pressure hydrocephalus due to partial obstruction to the out¯ow channel include colloid cysts, cholesteatomas, metastases involving the third and fourth ventricles, aqueductal stenosis and cerebellar tumour or haematoma 8 . Some 20% of patients with normal-pressure hydrocephalus have partial ventricular out¯ow obstruction 8 .
All patients with Paget's disease should be carefully followed up since bisphosphonates are effective both for treatment and for prevention of complications. Where the skull is affected, a watch must be kept for occult hydrocephalus.
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